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Previous studies have shown that support workers often have difficulties in recognising mental health problems in service users with intellectual disabilities. In the context of improved UK training programmes, this study aimed to explore the factors that can predict support workers’ knowledge and confidence, using a multiple regression design. 80 support workers (40 residential and 40 community based) completed a questionnaire about their length of work experience, exposure to service users with dual needs, training, general and specific mental health knowledge, and confidence in working with mental health issues. It was hypothesised that length of work experience, extent of training, and level of exposure would predict knowledge about mental health problems, and also predict confidence in working with people with mental health problems. It was further predicted that residential support workers would be more knowledgeable and confident than community workers. Results showed that level of exposure could predict knowledge about schizophrenia, but not about depression, anxiety, or dementia, while length of experience could predict overall mental health knowledge and confidence. Extent of training could only predict knowledge about anxiety, and work setting (residential or community) had no effect to on knowledge or confidence. Implications for practice and training are discussed. 
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Support workers’ mental health knowledge and confidence in relation to exposure, experience, work setting and training: a multiple regression study

It is estimated that around 2% of the UK population has some form of intellectual disability (Emerson & Hatton, 2008), and it is widely acknowledged that up to 40% of this population experience additional mental health problems including anxiety, mood disorders, personality disorders, dementia and schizophrenia (Cooper, Smiley, Morrison, Williamson & Allan, 2007; Deb, Thomas & Bright, 2001; Department of Health, 2003; Dosen & Day, 2001; Emerson, Hatton, Felce & Murphy, 2001; Raghavan & Patel, 2005; Taylor, Hatton, Dixon & Douglas, 2004). Vulnerability factors such as low self esteem, lack of social assistance, inadequate coping skills and abuse may compound the prevalence (Priest & Gibbs, 2004; Tsakanikos, Bouras, Costello & Holt, 2007). Holt and Eyeoyibo (2007) identified five additional predisposing factors: sensory impairments, brain damage, physical illness, poor environments and genetic factors. For example, the association between Down’s syndrome and Alzheimer’s disease is well established. 
Despite high prevalence rates, mental health was not a high priority in UK care packages for people with intellectual disabilities until the mid 1980s (Moss & Lee, 2001; Priest & Gibbs, 2004). Awareness was enhanced by the introduction of the Community Care Act (1990), which heralded a move from institutional care to a range of locally based housing (Emerson et al., 2001; Gates, 2007; Priest & Gibbs, 2004; Raghavan & Patel, 2005). It was assumed that the transition to a community based living model would alleviate mental health problems (Priest & Gibbs, 2004; Ross, 2009). However, the transition often produced the opposite effect, perhaps due to service users’ exposure to more stressors and poorly developed coping strategies; loss and bereavement; new challenges and risks; less contact with staff; and living with strangers (Emerson & Hatton, 1994).
There are acknowledged difficulties in identifying mental health problems in people with intellectual disabilities, especially when the disability is severe or when there are communication/linguistic problems (Caine & Hatton, 2001; Moss, Bouras & Holt, 2000; Moss & Lee, 2001; Priest & Gibbs, 2004; Woodward & Halls, 2009). Longer observation periods, extended personal contact, bespoke assessment tools, and third party reports are often needed to aid the assessment process (Priest & Gibbs, 2004; Woodward & Halls, 2009). Therefore, support workers need to be aware of the increased possibility of mental health problems occurring within their service user group, and supported in the identification process, which implies the need for dedicated mental health training (Moss & Lee, 2001). 

Changes in Care Provision
Alongside the move from hospital to community based care in the UK came major changes in care provision. Once almost exclusively supplied by the UK National Health Service (NHS), services are now provided via a competitive market based in part on cost, with implications for staff recruitment and training (Raghavan & Patel, 2005). Some contracts are with social services, others rely on service users’ direct payments, and some utilise both (Department of Health, 2009; Leece, 2000; Lucas, Atkinson & Gooden, 2009). Inevitably, there will be competition between care providers to price services as keenly as possible to improve their chances of being chosen by social services and individual service users, which may impact on salaries offered and the calibre and experience of staff recruited (Woodward & Halls, 2009). 

Staff training and knowledge
While support workers often have no formal qualifications and are not expected to diagnose mental health problems, it is argued that all care workers have a duty to be aware of such problems (Bates, Priest & Gibbs, 2004). Indeed, it is generally agreed that support workers play a vital role in recognising possible mental health problems, as they spend considerable time with service users, are best placed to notice changes in mood or behaviour, and may sometimes initiate a referral to see a general practitioner (GP) or a mental health nurse (Bates et al., 2004; Costello, 2005; Moss & Lee, 2001; Moss, Bouras & Holt, 2000; Raghavan, 2007; Woodward & Halls, 2009). Staff knowledge in this area has been widely studied (e.g. Bates et al.; 2004; Costello, 2005; Mohr, Phillips & Rymill, 2002; Quigley, George, Murray, Mckenzie & Elliot, 2001), with most studies identifying inadequate knowledge and limited relevant training, despite the introduction of national vocational qualifications in the UK, some of which are compulsory (LDAF, 2009). 
However, none of the compulsory modules in LDAF courses include content on mental health problems (Costello et al., 2010; Woodward & Halls, 2009) and may be more geared towards older people’s services (Department of Health, 2007). In response, in 2009 a new award was introduced, with content better matched to employees' roles and levels of knowledge (LDQ, 2010). 
The LDAF contained introductory mandatory units (Level 1) and further units at level 2, 3 and 4 to achieve an award/certificate. Check if this is the same for LDQ More detail on LDQ for the international audience.

While there is no certainty that better staff knowledge will result in improved work practices, to date, there is little available evidence of the effectiveness of the new award structure, a gap that this study aims in part to fill.  Furthermore, while there have been several surveys and qualitative studies conducted in this area, little research has used statistical measures, and specifically multiple regression, to examine the predictive effects of experience, exposure, and training on support workers’ knowledge and confidence around mental health needs.
Finally, little research has considered any differences between support workers who are based in residential settings, and thus likely to spend considerable time with a small number of service users on a daily basis, and those who are community based and possibly spend limited time visiting, with a much larger caseload, and with reduced access to case notes and co-workers for discussion and advice. 

Aims
To address some of these gaps, the current study was designed to test the predictive ability of training and other variables such as experience of and exposure to mental health problems, on support workers’ knowledge and confidence in relation to mental health problems commonly experienced by people with intellectual disabilities. Furthermore, it aimed to compare these variables between residential and community based workers.

Hypotheses
It was predicted that 
1.	Length of work experience, extent of training, and level of exposure to mental health problems will predict support workers’ knowledge about mental health problems. 
2.	Length of work experience, extent of training, and level of exposure to mental health problems will predict support workers’ confidence in working with people with mental health problems. 




111 support workers (49 community based and 62 residential) from one care provider of services to people with mild and moderate intellectual disabilities in England were approached. Community based staff work with clients who live independently in their own homes and receive regular visits from care staff to support their independent living needs such as domiciliary support, medication help, or accessing community services as defined by their individual care package. Residential workers were based in houses ranging in size from 4 residents to 12 residents and provide levels of care ranging from daytime assistance to 24 hour care. The gender spilt was approximately 60:40 female:male with an age range of 21-65. Table 1 shows the length of time participants had been employed in their jobs. The two groups (residential and community workers) were included because they worked for the same employment company and received exactly the same training and access to workplace-based knowledge. Therefore it was possible to compare like with like in terms of these factors. Of the 111 staff approached, 40 community and 40 residential workers agreed to participate (a 72% response rate).

Materials
Informed by the work of Bates et al., (2004), Costello, (2005), and Holt, Yon, and Bouras (1995), a questionnaire was designed comprising items on length of experience, extent of training, and experience of working with people with intellectual disabilities and mental health problems. A further set of questions gathered information on the use of mental health assessment tools and perceived self-confidence in working with people with mental health problems, and other questions measured knowledge in relation to four commonly occurring mental health problems in people with mild or moderate intellectual disabilities (anxiety, depression, schizophrenia and dementia). For example, participants were asked to: “select from the following list (of six) the three signs that you would most associate with depression in a person with intellectual disabilities”. 
	While there were no absolutely right or wrong answers to these knowledge-based questions, marks were given for identifying the most likely signs in service users with mild and moderate intellectual disabilities (the service user group with whom participants worked), informed by the Holt et al. (1995) training manual. No marks were given for selecting signs not normally seen in people with intellectual disabilities or which are associated with more severe disabilities. Marks were not deducted for incorrect answers. 
	The questionnaire was piloted with two support workers from another care provider company to check clarity and wording. No changes were deemed necessary. 

Ethics
The study was given ethical approval by the University Ethics Board and permission was granted by the care provider company to distribute questionnaires. All procedures were carried out in accordance with the British Psychological Society Code of Research Ethics (2009).

Design
The study used a multiple regression design with predictor variables falling into four groups:  exposure to service users with intellectual disabilities and mental health problems; extent of training; length of experience; and work setting. Criterion variables were mental health knowledge and level of confidence in working with people with an intellectual disability and a mental health problem. Knowledge scores were recorded separately for each of the four mental health topics, and an overall knowledge score was also computed. 

Procedure
Participants were either approached directly by the researcher or by workplace managers. If they wished to participate they were given an information sheet and consent form. Those consenting were given the questionnaire and each consent form was assigned a case number that corresponded with a completed questionnaire to ensure anonymity and data withdrawal if requested. The only instruction given was: “Please circle or tick your responses or write them in the spaces provided.” After completing the questionnaire participants were provided with a debrief sheet and researcher contact details.

Analysis Rationale and why suitable
Multiple regressions were conducted with the following criterion variables: 
	Combined knowledge score (maximum score = 12)
	Knowledge about symptoms of depression (maximum score = 3)
	Knowledge about symptoms of anxiety (maximum score = 3)
	Knowledge about symptoms of schizophrenia (maximum score = 3)
	Knowledge relating to symptoms of dementia (maximum score = 3)
	Level of confidence in working with people with mental health problems, scored on a scale from 1(very) - 5 (not at all) 

Data were subjected to collinearity diagnostics and assumptions of multiple regression were further checked by checking the histograms, P plot and the partial plots. No major ?? were identified. 

Results




In terms of knowledge about mental health problems generally, the mean score was 5.325 out of a maximum of 12, representing less than half correct answers. When knowledge scores for the four mental health problems were considered separately, it was only for signs of dementia that participants score more than half correct answers. Box 1 shows the knowledge scores for all participants.

Box 1: Knowledge about mental health problems (0 = no correct answers; 3 = all correct answers)

Depression: Mean score = 1.2, SD = 0.56
Anxiety: Mean score = 1.45, SD = 0.67
Schizophrenia: Mean score = 1.16, SD = 0.56
Dementia: Mean score = 1.51, SD = 0.69

Combined knowledge (depression, anxiety, schizophrenia and dementia scores added together; max score = 12): Mean score = 5.325 


Despite a generally poor level of knowledge, almost half the participants felt confident about their skill and knowledge in relation to mental health, although most were unsure or not very confident. Box 2 shows the confidence scores for all participants.

Box 2: Confidence about skill and knowledge in relation to mental health needs.  

Very confident (score 5) n = 9
Rather confident (score 4) n = 27
Unsure (score 3) n = 31
Not very confident (score 2) n = 13
Not confident (score 1) n = 0

The mean score for confidence was 2.6 (SD = 0.88)
	
Correlation matrix obtained for predictor variables, showing significant relationships 
at p < .05. 


Overall knowledge about mental health problems
Using the enter method, based on the lack of prior expectations regarding the selected predictor variables (Field, 2009), overall knowledge was not significantly predicted by any of the independent variables; F (13, 79)= 1.829, MS Error= 1.309, p =.056 with R²= .265 and adjusted R² = .120. The overall knowledge variable was rerun using the forward method of predictor entry as there were enough participants to do so and because this method would automatically discard variables not contributing significantly to the model (Field, 2009). All three models produced by this method were significant. Model 1 only included questionnaire item 10 (Do you think service users with intellectual disabilities have the same range of mental health problems as the general population?) with F (1, 79)= 6.563, MS Error= 1.390, p= .012, R square= 0.078, adjusted R square= .066. Model 2 included item 10 and item 2 (How long have you worked in this job?) with F (2, 79)= 6.282, MS Error= 1.312, p= . 003, R square= 140, adjusted R square= .118. Model 3 included item 2, 10 and 8 (How confident do you feel about your level of knowledge and skills in relation to dual needs?) with F (3, 79)= 5.793, MS Error= 1.259, p= .001, R²= .186 and adjusted R²
= .154. All 3 items had a positive relationship with the outcome variable, meaning that an increase in confidence (item 8), knowledge (item 10) and experience (item 2) predicted an increase in overall knowledge. 

Knowledge of individual mental health problems
Four separate multiple regressions were carried out, using both enter and forward methods of entry, with the knowledge about depression, anxiety, schizophrenia and dementia variables. Overall, the forward method did not noticeably change the regression models. Therefore, only results from the enter method are reported here. 

Knowledge about depression and anxiety
The score of knowledge relating to depression was not predicted by any of the 17 predictor variables [F (12, 79) = 1.303, MS Error= .300, p= .238, R²= .189, adjusted R²= .044]. However, a model including the level of exposure, the extent of training, the length of experience and work setting significantly predicted the score of anxiety knowledge, with F (15, 79)= 1.900, MS Error= .387, p= .040, R²= .308, adjusted R²= .146. From the coefficients table it transpired that item 9 relating to training (.035), item 10 relating to knowledge (.024) and item 11 relating to knowledge (.039) made significant contributions to predicting an outcome. What is more, all three items had a positive relationship with the anxiety score, meaning that as they increased so did the score of anxiety knowledge. 

Knowledge about schizophrenia
Knowledge about schizophrenia was significantly predicted by the model including level of exposure, the extent of training, the length of experience and work setting [F (15, 79)= 2.149, MS Error= .259, p= .018, R²=.335, adjusted R²=.179]. Specifically, item 12 relating to exposure (.00) and item 14 relating to knowledge (.036) made significant contributions to the an outcome. Overall knowledge had a positive relationship with knowledge of schizophrenia, but exposure had a negative one, meaning that more exposure to service users with mental health problems did not increase schizophrenia-related knowledge. 

Knowledge about dementia
The regression for the dementia knowledge score was not significant, F (15, 79)= 1.420, MS Error= .445, p= .165, R²= .250, adjusted R²=.074. 

Confidence about working with mental health problems
Although confidence was recorded using an ordinal scale, it was decided to treat this as a continuous scale, thus allowing for multiple rather than ordinal regression to be used for this variable. 
Confidence was significantly predicted by a model including the level of exposure, the extent of training, the length of experience and work setting [F (16,79)= 2.234, MS Error= .640, p= .012, R²=.363 and adjusted R²= .200]. Specifically, item 3 relating to exposure (.039) and item 17 relating to knowledge (.009) made significant contributions to predicting confidence. The more experienced the staff member the better predictor of confidence item 3 was. There was also a positive relationship between knowledge ad confidence. 

Impact of work setting
Residential support workers knew more about depression (mean= 1.225) and dementia (mean= 1.675) than community support workers. However, community staff knew more about anxiety (mean=1.500) and schizophrenia (mean= 1.750). None of the differences were statistically significant. As predicted, participants working in residential settings felt more confident (mean= 2.700) than community staff (mean= 2.500) but the difference was also not significant 

Summary of results
For hypothesis 1, length of work experience predicted overall knowledge about mental health, but did not predict knowledge about any of the individual mental health problems (anxiety, dementia, depression or schizophrenia). Extent of training was not predictive of overall knowledge nor of knowledge about depression, dementia or schizophrenia; however, it did predict knowledge about anxiety. Level of exposure to people with dual needs did not predict overall knowledge or knowledge about anxiety, depression or dementia. However, it did predict knowledge about schizophrenia. 
Part of hypothesis 2 was supported, namely that length of work experience predicted the confidence of intellectual disabilities support workers in relation to mental health needs. However, neither extent of training nor level of exposure to such service users predicted confidence.
Lastly, hypothesis 3, that residential support workers would be more knowledgeable and more confident about mental health issues than community staff, was unsupported in both respects.  

Discussion
The aims of this study were to judge the extent to which intellectual disability support workers’ general mental health knowledge and specific knowledge of depression, anxiety, schizophrenia and dementia could be predicted by level of exposure, extent of training, and work setting (residential or community). Furthermore, it aimed to explore support workers’ confidence in identifying and responding to mental health needs.
For all 80 participants, out of a maximum overall knowledge score of 12, a mean score of only 5.325 was achieved (the lowest score of 2 was achieved by one participant and the highest score of 9 was achieved only by two people). This is a worrying low knowledge score, especially as participants were able to select answers from a forced choice list, which should have made the task easier, and especially as marks were not deducted for incorrect answers. It follows that they may have difficulty recognising and taking appropriate action when their service users exhibit signs of anxiety, depression, schizophrenia or dementia. 
Looking at the four mental health problems separately, although the regression model was not significant for depression and therefore could not predict knowledge of depression, results provide some interesting information. Five participants could not identify any symptoms of depression typical for a service user with intellectual disabilities. More than half (55 out of 80) selected only one correct answer, with a further 19 choosing two correct answers and only one identifying all three typical symptoms. It seemed that participants chose typical symptoms of depression as it may present in the general population, with little awareness of how it might present differently in a person with intellectual disabilities. 
Similarly, knowledge relating to dementia could not be predicted by the extent of training, time spent working in the intellectual disabilities field, level of exposure to service users with mental health problems, nor work setting. Four participants did not select any right answers, 37 selected one correct sign, the majority (38) correctly identified 2 answers and only one person was able to identify all three symptoms. The mean score for dementia knowledge was the highest out of the four diagnoses, at 1.5125, so although participants were more knowledgeable about dementia than other mental health problems, this knowledge was not directly related to work experience or training and may have come from other sources such as family experiences. 
The regression model was, however, significant for anxiety; that is, extent of training, length of experience, level of exposure and work setting were able to account for 30.8% of the variance in the anxiety score. However, approximately two thirds of the variance could not be accounted for, and further research is needed to try to explain this. Almost 10% of participants (7 out of 80) scored 0 on this question. 31 people selected only one correct answer, with the majority (41 participants) correctly identifying 2 symptoms of anxiety in people with intellectual disabilities. Only one support worker scored the maximum three points for this question. 
Knowledge about schizophrenia was also significantly predicted by the model, but it attracted the lowest mean score of 1.1625. Five participants were unable to correctly identify even one symptom of schizophrenia in service users with intellectual disabilities. The majority (59 out of 80) chose only one correct symptom, with 15 selecting 2 correct answers and only one person scoring the maximum 3 points. One explanation for poor knowledge of schizophrenia could be that depression, anxiety, and dementia receive considerable media and campaign attention whereas schizophrenia perhaps has lower prevalence rates and is more often portrayed in the media in a negative light (Sartorius, 2004). 
Something about poor knowledge not necessarily leading to poor care – staff would act appropriately.
Confidence for all participants was unsurprisingly predicted by length of experience and greater knowledge, although the regression model only accounted for 36.2% of variance, so confidence cannot be attributed solely to these variables. More surprisingly, 36 participants rated themselves as very or rather confident in this area, even though scores on other questionnaire items suggested lack of knowledge of mental health problems, echoing earlier findings (Bates et al., 2004). One explanation may be that many participants were newer members of staff with no previous experience in support worker posts. Therefore, they may have felt fairly confident as they were simply unaware of the prevalence of mental health issues and the difficulties in identifying them; alternatively they may have felt reluctant to admit to low confidence in doing their job. 
The questionnaire highlighted that a number of staff were unaware that they were working with service users with both intellectual disabilities and mental health problems. This was a surprising finding, as all community based staff had contact with service users with dual needs and all the residential houses had at least one service user with a diagnosed mental health condition. Therefore, even if the staff member possessed some knowledge of mental health problems, this information would not have been utilised to its full extent due to the belief that they did not work with service users with dual needs.
Contrary to expectations, work setting was not a significant predictor of either confidence or knowledge, although the trend suggests that residential workers did feel more confident than community staff. However, the expectation that they would also be more knowledgeable about mental health problems than community-based staff, as they have more time to get to know a smaller number of service users than support workers in the community, was not born out. While they knew more about depression and dementia, community support workers knew more about anxiety and schizophrenia than their residential worker colleagues.
Few participants had worked for the company for long, with most community staff being employed for less than a year, and few had any previous support worker experience. Possible issues of high staff turnover have been alluded to, and it is important to stress that this might also affect people's willingness to undertake further training. If a worker knows they will not stay in one position within the same company for an extended period of time, motivation to continue personal development may be diminished. Few support workers had undertaken training beyond compulsory LDQ or LDAF modules, although 65 participants had completed some of these. However, this training did not appear to influence knowledge of mental health problems, pointing to potential gaps in the content of such training programmes.  bit more about the content of the LDQ to confirm that it is inadequate (refer to p 4). The questionnaire design did not permit differentiation between the two awards, but as many participants were relatively new employees with little previous experience, it is likely that they had undergone the newer LDQ training. The inference, then, is that the newer award is not significantly different from the older award in relation to mental health coverage, but this needs further testing to evaluate the claims of the LDQ governing body that it now deals better with mental health problems (Department of Health, 2007; LDQ, 2010).

Limitations 
While producing some significant and interesting findings, this project had a number of limitations. It is important to note that the setting for this paper is the UK and thus international readers may not be familiar with the detail of the training described. 
By utilising the combined knowledge score some information may have been lost, as there were marked differences between participants' scores depending on which mental health issue they were being asked about. This may have contributed to the overall non-significance of the regression model using the enter method. The forward method of entry yielded significant results, but it only included 3 of the predictor variables (combined knowledge, experience and confidence). For the most part, the analysis appears to have affected the adjusted R², as there was a large drop in its value compared to the R² for all of the multiple regressions without the combined knowledge score. This decrease in adjusted R² was not anticipated, but could have been due to the relatively large number of predictor variables. 
Variance in methods of questionnaire distribution and collection in the community and residential settings may have affected the quality and quantity of questionnaires collected; however this was unavoidable as a researcher's presence in houses for prolonged periods of time to encourage staff to participate would have been disruptive for the service users. Perhaps due to this difference, the non completion rate was higher for residential staff than for community staff 
	The restriction of recruitment to one organisation meant a limited sample size and the study may thus have been underpowered. Additionally, gathering more demographic information would have been advantageous as the researcher observed some age and gender differences between work settings that could have been significant. 
It relation to questionnaire design, it may have been better to ask participants to rank symptoms in order of ‘most likely to be seen’ to ‘least likely’ and thus allow credit for partial knowledge (for example, ‘shouting’ was not given credit as a symptom of depression, but it is likely to be seen in service users with severe intellectual disability and communication impairments, and so could have been credited). 
Possible ethical issues arose during the study, such as that some participants had worked with the researcher and may have felt obliged to participate. Others may have felt obliged to do so if they were approached by their manager. Nonetheless, the questionnaire design allowed for a good exploratory snapshot of support workers' contemporary understanding of mental health issues and training needs, in a confidential and sensitive manner. 

Conclusions and recommendations
This study is one of the first that has been carried out since the introduction of the UK LDQ training and it has thus contributed to the growing body of research in this field. It attempted to describe and predict intellectual disabilities support workers' mental health knowledge and confidence in relation to four groups of predictor variables: level of exposure to service users with dual diagnosis, the extent of training, length of experience and work setting. The results were mixed but in common with previous studies, generally reflected poor knowledge and confidence, with little relationship demonstrated between experience, training or work setting and knowledge or confidence. While the regression models account for less than 40% of variance, the significant relationships uncovered, such as the correlations between level of exposure and knowledge of schizophrenia; between length of experience and overall knowledge; and between length of experience and confidence, could be a starting point for further research and exploration. 
Participants in this study would often bring up interesting issues after they had returned their completed questionnaire (such as feeling frustrated when attempting to access mainstream mental health services on behalf of service users). In future research, semi structured interviews could inform and enhance the robustness of these questionnaire findings.
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Question		Residential (n =40)	Community (n=40)	All participants (n = 80)
Time in post	<2 years	10 (25%)	25 (62.5%)	35 (44%)
	2-5 years	17 (42.5%)	10 (25%)	27 (34%)
	6-10 years	8 (20%)	5 (12.5%)	13 (16%)
	>10 years	5 (12.5%)	0 (0%)	5 (6%)
Do you have previous related work experience?	Yes	9 (22.5%)	8 (20%)	13 (16%)
Have you completed the LDQ or LDAF award?	Yes	31 (77.5%)	28 (70%)	59 (74%)
Have you undertaken any care related NVQs?	Yes	27 (67.5%)	15 (37.5%)	42 (53%)
Do you think you need training in mental health?	Yes 	20 (50%)	8 (20%)	28 (35%)
Are you aware of any mental health screening tools?	Yes	4 (10%)	4 (10%)	8 (10%)
Have you used mental health screening tools?	Yes	4 (10%)	2 (5%)	6 (8%)
Have you ever instigated a mental health referral?	Yes	19 (47.5%)	10 (25%)	29 (36%)
				



















Table 2: Correlation matrix showing significant relationships between variables (p < 0.5)
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